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Abstract 
The literature has indicated that nurses perceive more occupational stressors than do 
other professional groups. HIV is a new stressor which has impacted on society, in particular 
on people caring for HIV/AIDS patients. The availability of antiretroviral treatment (ART) 
which is accessible at wellness clinics has improved the quality of life of people with HIV 
and greatly prolonged the lives of many infected people. Wellness clinics are out-patient 
clinics where HIV positive patients receive their ART. This study has explored and described 
the occupational stressors perceived by nurses working in wellness clinics in Nelson Mandela 
Bay. The study was conducted using a qualitative research approach. Convenience sampling 
was used consisting of voluntary registered female nurses. The data were collected by means 
of semi-structured interviews. The interviews were audio-recorded and transcribed verbatim. 
The data were analyzed using Tech’s method. 
The nurses who participated in this study reported their perceptions of occupational 
stressors in wellness clinics where they worked. The occupational stressors perceived by the 
nurses included the working environment, interpersonal relationships and the organizational 
structure. However, they also reported that they experienced satisfaction from their jobs 
despite the perceived stressors. 
 
Key words; stress, nurses, HIV/AIDS, occupational stressors, wellness clinics 
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CHAPTER 1 
Introduction 
1.1 Background to the study 
       No work environment can ever be completely immune to stress, therefore all work 
generates stress to some extent (Ngidi & Sibaya, 2002). The problem of stress in the 
workplace has attracted increasing attention, especially within the helping professions, 
since people spend most of their waking hours at work. Even though stress is said to 
affect all professions, the health professions have been reported as one of the most 
stressful professions, and in particular the nursing profession (Abraham & Shanley, 1992; 
Maslach, 1976; Ngcobo, 1998; Rispel & Motsei, 1988; Van der Merwe, 1993). It is a 
well-documented fact that nursing is a stressful occupation (Sauter, Murphy and Hurrell, 
1990). The study mentioned above suggested that in the United States of America (USA) 
50% of the fastest-growing occupations were to be found in the health and computer 
fields. A predicted increase of 33% was envisaged in the number of registered nurses, 
29% for nursing aids and their attendants in the next decade. These writers emphasize 
that health professionals, and nurses in particular, are particularly at risk for stress-related 
illnesses and other job problems.         
       The study of occupational stress in the field of nursing, especially in South Africa, 
has become important for several reasons. Nurses are the largest group of health workers 
in South Africa and they play an important role in the transformation of the health sector 
(Basson & Van der Merwe, 1994; Gourley, 1995). They have close contact with patients, 
as well as with the families and communities of these patients, and they operate at 
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primary, secondary, and tertiary levels of care. They also occupy an essential position in 
relation to other health workers. It has been suggested that many nursing staff members 
may find themselves in an “unstoppable tide” of change. The anxiety and stress resulting 
from this organizational change exacerbates care staff’s vulnerability to breakdown 
(Govender, 1995; Newnes, 1990).  
       In the literature on stress many of the features of nursing practice, as well as training, 
are regarded as being potential sources of stress. This leads to physical, psychological 
and social pathology (Patel, 1991; Rice, 1992).  In fact, nursing has been identified as one 
of the professions associated with high levels of dissatisfaction and burn-out (Van der 
Merwe, 1993; Wolfgang, 1991).  This has severe consequences for the nurses, as well as 
for the quality of nursing care they are able to give. Indications are that nurses who are 
overwhelmed and emotionally exhausted by their jobs have been found to be less likely 
to provide optimal care because their jobs are particularly stressful and emotionally 
draining (Levert, Lucas & Ortlepp, 2000). 
       Nursing is an occupation beset by a variety of stressors, such as work overload, lack 
of support from management, poor salaries, time pressures, while the job resources are 
often insufficient to assist them in coping effectively with these demands (Demerouti, 
Bakker, Nachreiner & Schaufeli, 2000). With all of the stressors experienced in nursing 
and the small rewards obtained in return, it is no surprise that nurses are experiencing 
stress.   
       HIV is a new stressor which has impacted on society, particularly on people caring 
for HIV/AIDS patients. Since the first cases of AIDS were reported in 1981, it is 
estimated that 65 million people have been infected with HIV, while 25 million have died 
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of AIDS-related illnesses (UNAIDS, 2004).  Globally, an estimated 38,6 million people 
are currently living with HIV, and an estimated 2,8 million have already lost their lives to 
AIDS (UNAIDS, 2006). HIV/AIDS now causes more deaths than any other infectious 
disease, having overtaken malaria and tuberculosis.  It has become a social catastrophe in 
Africa, especially in Sub-Saharan Africa, where an estimated total of 24,7 million adults 
and children were living with HIV/AIDS by the  end of 2006 (UNAIDS, 2006).                                   
       According to the United Nations (2007), an estimated 5,6 million South Africans 
were living with HIV/AIDS in 2007. It is further estimated that by 2010, there could be 
around 7,5 million South Africans infected with HIV (UNAIDS, 2007). South Africa is 
already beginning to see the impact of the HIV/AIDS pandemic in the public health care 
system. Regional statistics are escalating, with the Eastern Cape having the second 
highest infected population in South Africa (Province of the Eastern Cape Department of 
Social Development, 2003).  
       The availability of antiretroviral treatment (ART) which is accessible at wellness 
clinics has improved the quality of life of people living with HIV and greatly prolonged 
the lives of many infected people. Wellness clinics are out-patient clinics where HIV 
positive people receive their ART. Relevant local research conducted on HIV/ AIDS care 
centres in the Eastern Cape has focused on terminal care patients (Mtwentula, 2005), 
while the current study has focused on nurses working with HIV/AIDS out-patients at 
wellness clinics in Nelson Mandela Bay. 
 
 
 
 
 
4 
1.2 The purpose of the study 
       The purpose of the study is to explore and describe the occupational stressors 
perceived by nurses while working in wellness clinics in Nelson Mandela Bay. Little 
research has been undertaken which focuses on the occupational stressors perceived by 
nurses working in wellness clinics. The alarming South African HIV/AIDS statistics 
discussed above emphasize the importance of this study. The study has the potential to 
benefit nurses working in wellness clinics in particular, and might also contribute to the 
existing body of knowledge on occupational stressors in South African health care. 
 
1.3 Delineation of the treatise 
       The treatise consists of six chapters. Chapter 1 introduces the reader to the context of 
the study.  Chapter 2 reviews the literature on stress and stressors, as well as the 
theoretical framework on which this study is based; while Chapter 3 focuses on 
occupational stressors in HIV/AIDS care.  The research methodology used to conduct the 
study is outlined in Chapter 4, while Chapter 5 presents and discusses the findings 
obtained from the study in relation to the literature reviewed. Chapter 6 presents the 
conclusions, limitations, and recommendations of the study. 
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CHAPTER 2 
Stress 
2.1. Overview  
       This chapter discusses the concepts of stress and stressors which are the focus of the 
present study. Various theories and models that clarify the meaning of stress are briefly 
discussed in the following sections. The transactional model is emphasized as it is 
considered to be the most suitable and appropriate theoretical framework to explore the 
concept of stress and stressors in the current study. 
 
2.2. Introduction 
       Stress is a normal part of everyday life and affects all living creatures (Selye, 1976).  
Although stress has a long history as a major focus among researchers, the way in which 
the term stress has been used in literature has not been consistent (Cohen, Kessler & 
Gorden, 1997).  Hans Selye (in Cox, 1978), popularised the use of the word stress.  In 
order to understand the occupational stressors experienced by nurses working in wellness 
clinics, it is essential to first gain a greater understanding of what stress is.                 
 
2.3. The concept of stress  
       According to Rice (1999), stress can in some respects be compared with the elusive 
concept of love, whose meaning everyone seems to know but everyone defines 
differently. In addition, stress is approached differently by different disciplines, and this 
results in different models of the stress concept (Sutherland & Cooper, 1990). Selye 
(1976) defines stress as the “non-specific response of the body to any demand on it” 
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(p.19). According to Schaefer (2000), stress is defined as the arousal of the mind and 
body in response to the demands made on them. Omdahl and O’Donnell (1999 b) define 
stress as an “imbalance between the perceived external demands imposed on a person and 
his or her abilities to cope through the employment of cognitive, behavioural, and 
physiological adaptation” (p.25). Black (2001) simplifies the definition of stress by 
describing it as the “result of an imbalance between the demands placed on a person and 
one’s ability to adapt” (p.35).  
       According to Alexander, Walker, Innes and Irving (1993), it has been generally 
accepted, within the field of occupational health, that a thorough understanding of stress 
requires knowledge of three factors: (a) the working environment, (b) the individual’s 
view of his or her working environment, and (c) his or her reaction to it. This implies that 
whilst it may be possible to describe features of an environment, which are generally 
regarded as stressors, what is stressful to one worker may not be so to another. Many 
factors may contribute to differences in perception of, and reaction to, potential sources 
of stress. These factors include individual differences in past experience in similar 
settings, methods of coping, reactivity of the autonomic nervous system, and experience 
in similar settings, methods of coping, and attitude (Alexander et al., 1993).  
       According to Monat and Lazarus (1997), three basic type of stress have been 
identified. Firstly, systemic or physiological stress which is concerned with disturbances 
of various physiological processes and tissue systems. Secondly, psychological stress 
which is concerned with cognitive factors leading to the evaluation of threats; and lastly, 
social stress which is concerned with the disruption of a social unit.   
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       As mentioned earlier, despite the widespread use of the word stress, theorists and 
researchers have been unable to agree on a common definition of the term (Sheridan & 
Radmacher, 1992). Most definitions however fall within one of the following categories: 
(a) stress as a stimulus, (b) stress as a response, and (c) stress as a stimulus-response 
interaction (Lazarus, 1999). 
       Stimulus definitions focus on life events in the environment, and according to this 
approach, stress is viewed as a quality of the environment that disturbs or disrupts the 
individual (Lazarus, 1999).  Stress thus serves as an independent variable.  This definition 
has been criticized mainly because of its failure to describe the individual differences in 
perceiving stressors between people (Sutherland & Cooper, 1990). The term stressor 
refers to the actual demand, environmental or internal, placed on the organism (Sheridan 
& Radmacher, 1992). 
       Contrary to a stimulus definition of stress, the response definition describes stress in 
terms of a dependent variable and thus as a reaction to disturbing stimuli. The main 
conceptual domain is thus the manifestation of stress (Sutherland & Cooper, 1990). 
According to this approach, stress is a reaction to external stressors. Selye (1976) 
discussed stress in terms of the body’s physical response to a demand. Regardless of 
whether the demand is (i.e. the stressor) negative or positive, the physiology of the 
organism responds to it.  Thus Selye referred to good stress (eustress) and bad stress 
(distress). Although Selye focused on the organism’s response to stressors, others have 
focused on the stressors themselves, and the stressors’ effect on the physical health of the 
individual (Holmes & Rahe, 1967). 
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       According to Lazarus and Folkman (1984), a combination of the above-mentioned 
two models suggests the best alternative to the consideration of individual differences in 
the experience of stress. This third approach to stress, the so-called interact- 
ional/transactional model, defines stress as the result of the interaction between 
environmental stimuli and individual responses. The transactional model (Lazarus & 
Folkman, 1984) will be discussed in more detail later in this chapter.  
       The three ways of conceptualizing stress as described above have been referred to as 
stimulus (life events), response (Selye, 1976), and person-environmental interaction 
(transactional) models of stress (Romano, 1992). 
       Hobfoll (1998) has proposed an alternative stress model concerned with the 
conservation of resources. According to this model, the individual has several available 
resources namely:  object resources (e.g. house or business), state resources, (e.g. 
marriage, seniority or power), personal qualities (e.g. self-esteem), and energy (e.g. time, 
money or knowledge). Stress results when (a) the observed danger exists of losing one or 
more of these resources, (b) and /or the resources are in fact lost, (c) and / or invested 
resources cannot be reached sufficiently. In this model the aspect of loss thus plays one of 
the most important roles. 
       Although there is a lack of agreement on a specific definition or conceptualization of 
stress, recent research into the treatment of stress has focused on the cognitive and 
motivational-relational aspects of appraisal and coping (Lazarus, 2000). In the current 
study, the researcher explores stress further using the transactional model of stress in 
order to gain an understanding of stressors, as they are perceived and experienced by 
nurses working in wellness clinics.  
 
 
9 
2.4. The transactional model of stress 
       This model emphasizes psychological processes, such as perception and cognitive 
appraisal. According to Lazarus (1991), cognitive appraisal is the perception and 
interpretation of potentially stressful events. Stress results when individuals experience 
an external demand that exceeds their ability to manage it. The individual’s personal 
appraisals of the nature of the demand, the available resources and personal skills, as well 
as the proposed outcomes, determine the stress experience. A stressful situation in 
combination with a vulnerable individual is needed to generate a stress reaction (Lazarus, 
1999). This implies that whilst it may be possible to describe the features of an 
environment which are generally regarded as stressors, what is stressful to one worker 
may not be so to another.  Therefore nurses, who perceive increasing demands (workload 
and environmental factors) in the workplace and have poor coping styles, and limited 
support in their occupation to assist them in decreasing their experiences with stress, are 
more likely to experience stress. 
       The transactional model has several implications. Firstly, the same environmental 
event can be perceived as stressful by one individual but not by another. Secondly, it is 
possible that the same individual will interpret the experience as stressful in one situation 
but not in another (Rice, 1998). Although this model provides a clear guideline on how to 
study and alleviate stress, the main disadvantage of the transactional approach is the 
assumption that the stress is static (Sutherland & Cooper, 1990), while responses to stress 
and stressful situation are in fact dynamic processes (Lazarus, 1999). However, this 
model is useful when certain personality traits are relatively stable (Sutherland & Cooper, 
1990). 
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       Lazarus (1991) and Lazarus and Folkman (1984) defined stress as a mismatch 
between demands and the available coping resources. This model does not view an 
individual as passively responding to a stimulus, but rather as an active agent that can 
influence the impact of stressors (Sarafino, 2002). Cognitive appraisal is important to the 
person/environment transaction. Lazarus and Folkman (1984) postulate three processes of 
cognitive appraisal that provide meaning and influence the coping process. These are 
primary appraisal, secondary appraisal, and re-appraisal. Each of these cognitive 
appraisal processes will be explored further in the following subsections. 
2.4.1 Primary appraisal   
       Primary appraisal is the initial evaluation of the type of situation, as well as the 
stakes one has in the outcome of an encounter. The process of primary appraisal entails 
the identification of an event as being either irrelevant or stressful (Lazarus & Folkman, 
1984).  Primary appraisal can involve three different kinds of appraisals, namely, 
irrelevant appraisal, benign-positive appraisal, and stressful appraisal.   
       Irrelevant appraisal takes place when a person perceives an encounter as carrying no 
implication for his/her well-being. The person has no investment in the possible outcome 
and there is no perception that something may be lost or gained in the situation.  The 
encounter does not overstep the bounds of any value, need or commitment of the person 
facing it (Lazarus & Folkman, 1984). Irrelevant appraisals are characterised by the 
absence of strong emotions. Lazarus (1991) argued that without a goal and personal stake 
in a transaction, an encounter would not generate any significant emotions.           
       Benign positive appraisal occurs when a person construes the outcomes of an 
encounter as being positive.  The person perceives the encounter or situation as one that 
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can or will enhance, or at least sustain, their wellbeing. Benign positive appraisals are 
characterised by pleasurable emotions, such as joy, happiness, exhilaration, or 
contentedness (Lazarus & Folkman, 1984).   
       Stressful appraisal includes harm/loss, threat, and challenge appraisals. In the 
harm/loss, appraisal category, the person’s perception is that damage has already been 
sustained. There is recognition of some form of loss or harm to the self or social esteem. 
According to Lazarus and Folkman (1984), the most damaging life events are those life 
events that represent loss of core and extensive commitments for the individual. Threat 
appraisal refers to the perception that although harm/losses have not yet occurred, they 
are anticipated. Threat is distinguished from harm/loss in that it allows for anticipatory 
coping. During threat appraisal the possibility of some kind of intervention exists. Events 
are stressful if they are thought to threaten the physical and phenomenological self. 
According to Tomaka, Blascovich, Kibler and Ernest (1997), threat appraisals are 
characterised by negative emotions such as fear, anxiety, and anger. Challenge appraisal 
focuses on the potential of gain or growth inherent in an encounter. It is characterized by 
pleasurable emotions, such as eagerness, excitement, and exhilaration (Tomaka et al., 
1997). Challenge appraisal has the anticipatory mobilisation of coping in common with 
threat appraisal. The main difference between threat and challenge appraisal is that of the 
emotional component that accompanies the different appraisals (Tomaka et al., 1997). 
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2.4.2 Secondary appraisal  
       According to Lazarus and Folkman (1984), secondary appraisal is the process 
whereby the individual judges the match between his/her coping skills and situational 
demands. If the demand or event is appraised as being irrelevant, then normal adaptive 
functioning continues and no coping strategy or mechanism is required. If however, the 
event is interpreted as being stressful, then the meaning attached is one of harm, threat, or 
challenge. Secondary appraisal occurs once a situation or event has been identified as 
being stressful. The concept of appraisal serves to highlight the significance of 
circumstances perceived as being stressful in the stress system (Lazarus and Folkman, 
1984). 
       Lazarus and Folkman (1984) emphasised that secondary appraisal is more than a 
mere intellectual exercise, listing everything that can be done. This type of appraisal is a 
complex evaluative process. It takes into account the coping options available to a person 
at any given time, the likelihood that a given coping option will achieve what it is 
supposed to, and the effective implementation of the chosen coping option (Lazarus & 
Folkman, 1984). 
2.4.3 Re-appraisal 
       Re-appraisal is based on the feedback from the person-environment transactions that 
occur after the first two appraisals (Rice, 1999). It refers to a changed appraisal based on 
new information from the person-environment interaction (Lazarus & Folkman, 1984). 
This appraisal may lead to change in primary appraisal, which may influence the 
perception of the availability of resources and skills needed to deal with the situation 
(Lazarus & Folkman, 1984).   
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       The transactional model of stress has been strongly criticized by Hobfoll (1998). He 
considered this model tautological, as demand and coping capacity are not defined 
separately. An event is perceived as demanding or not, depending on the individual’s 
capacity to cope with it. On the other hand, the adequacy of coping capacity is dependent 
on the demanding event. This reasoning is circular and originates as a result of an 
overemphasis on perception. 
      The concept of occupational stress has to be explored first in order to understand the 
occupational stressors perceived by nurses working in wellness clinics. This is the 
primary purpose of the study.                                                                                                                                                                  
 
2.5 The concept of occupational stress 
       According to Levi (1990), occupational stress is defined as those conditions of work 
that most adversely affect the worker’s health. Occupational stress refers to the stress 
resulting from the person’s interaction with the work environment (Goss, 1985). The 
concept does not disregard a person’s interaction with other environments, such as home 
and family, but its emphasis is on the work environment that claims a major part of a 
person’s time and energy, and thus contributes a significant proportion of a person’s total 
life stress. Occupational stress is viewed by Fontana (1990) as the product of the 
interaction of work conditions with characteristics of the worker, such that the demands 
of work exceed the ability of the worker to cope with them. In most recent definitions 
occupational stress is presented as the “adverse emotional and physical reactions 
employees have to any source of pressure in their environment. These stress reactions 
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negatively affect personal health and organizational effectiveness and often create losses” 
(Van der Merwe, 1993, p.13). 
Appley and Trumbull (1986), offer three reasons that could account for the increasing 
interest in the role of stress in work settings.  The first is that there is a growing body of 
research (Levi, 1990) which suggests that occupational stress is a significant component 
in the aetiology of physical problems, such as coronary heart disease, peptic ulcers, 
hypertension, and diabetes. This notion of stress and its negative impact on physical 
health is a recurring theme in the literature (Fontana, 1990).  The link between stress in 
the workplace and mental illness has also been documented (DiMatteo, Shugars & Hays, 
1993; Kalimo & Vuoiri, 1991; Shinn, Rosario, Morch & Chestnut, 1984).  The second 
reason is that research findings reveal that occupational stress results in poor 
productivity, reduced organizational effectiveness, and increased absenteeism (Maslach, 
1976; Mulhall, 1996). The third reason deals with the indirect outcomes of job stress in 
so far as it results in economic loss in terms of workers’ compensation and rehabilitation 
(Van der Merwe, 1993). 
2.5.1 Hurrell’s model of occupational stress and health 
       Hurrell’s (1989) model of occupational stress is the most comprehensive model. It 
accounts more specifically for occupational stress. It is a transactional model and it is of 
functional value to the study because it makes an allowance for a consideration of the 
range of possible sources of occupational stress; it defines the role an individual plays 
regarding stress in a system; and it accounts for mediating and moderating variables 
(Black, 1991). Mediators are attributes of the individual, the situation, or culture that may 
alter reactions to the potential stressor. This implies that an occupational stressor, for 
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example (workload) is significant in the stress system only if it is perceived by the 
employee to be stressful. According to this model, occupational stressors act to produce 
acute reactions. However, these reactions are mediated by the individual factors, non-
work factors and buffer factors. The acute reactions may in turn, result in illness (Hurrell 
& Keita, 1994). 
       Hurrel’s model of occupational stress has been identified by Van der Merwe (1993) 
as providing a useful understanding of the dynamic nature of occupational stress and 
health. The model highlights the complex interactions between occupational stressors 
(task demands, organizational factors, and physical conditions), individual factors 
(personality traits and stage of career development), non-work factors (financial status 
and family situations), buffer factors (social support and coping), acute reactions 
(psychological, physiological and behavioural), and illness. 
       Hurrell (1989) maintains that this model does not disregard a person’s interaction 
with other environments, such as those in the home and family. The model contends that 
the work environment claims a major part of a person’s time and energy, and thus 
contributes a significant proportion of the total life stress. This implies that occupational 
stressors can have a negative impact on family life; on the other hand family support can 
act as a buffering factor against occupational stressors. 
      In the previous section the concept of occupational stress was discussed, the 
following section discusses occupational stressors that usually affect individuals at the 
workplace in general. 
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2.6 Occupational stressors 
       Travers and Cooper (1996) have defined occupational stressors as negative factors 
associated with a particular job. Cooper (in Miller, 1991) identified six major categories 
of work stressors: 
1. Job-specific factors, such as physical dangers and job overload 
2. The individual’s role within the organization, that is, role ambiguity, role conflict, 
and level and types of responsibility 
3. Career structure and processes, such as prospects for promotion and job security 
4. Relationships at work, including emotional and social support from colleagues, 
superiors, and subordinates 
5. Organizational structures and climate, including real participation in decision-
making  
6. Pressures on family life resulting from work 
       Occupational stressors are discussed further in the following section in terms of 
environmental, organizational, and individual stressors. 
2.6.1 Environmental stressors 
       Environmental factors are stressors related to the physical environment of the job. 
This category of stressors includes relocation, economic trends, noise, temperature, and 
lighting. All these factors can cause physical and psychological distress for workers that 
may reduce their job satisfaction and productivity levels (Dludlu, 1993). 
        Relocation is an environmental factor that may lead to stress, as the individual has to 
adapt to new working conditions. According to Dludlu (1993), moving or relocating from 
one working environment to another is a life stressor. This change could involve moving 
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to another town which could mean a loss of old friends, and building a new social support 
system, and having to adjust to new socio-economic conditions (Dludlu, 1993).    
       Current economic trends (Dludlu, 1993) indicate that workers cannot expect to work 
for the same employer for many years or decades. Therefore, reorganizing and 
downsizing could be likely stressors for everyone involved in the organisation, including 
management and employees.  
       When it comes to the physical conditions in the working environment, it has been 
found that noise can be stressful too because its presence is unwanted, due to its intensity, 
and frequency (Hopkinson, 1995). Another environmental stressor is temperature.  
McIntyre (1995) stated that the optimal working temperature is 20 degrees Celsius, and 
that manual labour is best done at slightly lower temperatures.   
2.6.2 Organisational stressors 
       Organisational factors are stressors that involve organizational structure and climate 
(Grobler, 1998).  These include remuneration, insecurity, workload, time pressure, lack 
of career guidance, role conflict and role ambiguity. Fontana (1990) claims that 
organisational problems, insufficient back-up, long hours, poor pay or status, unnecessary 
rituals, uncertainty and insecurity can cause stress in the work situation. 
       According to Muchinsky, Kriek and Schreuder (1998), one of the main 
organisational stressors is a lack of incentives, which may lead to reduced job 
satisfaction. These incentives are in the form of pay, praise or promotion.  Pay incentive 
involves an additional compensation above the employees’ salary. Money can serve as an 
effective motivator of increased performance for employees. Pay for performance can 
give employees the feeling that they are working together towards reaching the objectives 
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of performance, productivity, and quality through teamwork (Muchinsky et al., 1998). 
Praise is also a form of non-monetary incentive given for performance. It is an approval 
expressed in words, to say, in effect, that somebody has done very well (Hawkins, 1998). 
According to Hawkins (1998), the lack of adequate financial rewards may lead to poor 
self-image, reduced levels of concentration, and difficulties sustaining attention, as well 
as low energy levels.  Everyone wants to see the result of their labour, but specialisation 
does not always provide an opportunity to see the anticipated results.  The risk an 
organisation has in overspecialising, for example on an assembly line or in nursing, can 
lead to more learning about less, and eventually knowing everything about nothing 
(Alexander et al., 1993).  
       Work overload may well lead to a lack of autonomy or a lack of flexibility 
(Alexander, et al., 1993). There are two types of work overload, namely quantitative 
overload (i.e., when the individual has too many tasks to complete in a given time) and 
qualitative work overload (i.e., work which is beyond one’s present capabilities).  Recent 
research by Repetti and Crouter (2000) that dealt with fatigue as a major health concern 
for women, concluded with a recommendation that women should consider relaxing their 
own “rules”  governing the expectations in their lives (i.e., being the perfect homemaker, 
wife, mother, and career woman). 
       Role ambiguity and role conflict can also be viewed as organisational stressors, if the 
individual is expected to hold down two different jobs (such as the manager and a 
subordinate).  For example, it was found that middle managers are most at risk of 
experiencing stress due to job ambiguity and role conflict, as they need to deal with both 
sides, namely top and lower management levels and yet be impartial (Bennis, 1996). In 
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many cases, the work role clashes with other roles, such as the family role that the 
individual fulfils (Repetti & Crouter, 2000). In addition, the work values can be 
conflictual to the person’s individual values (Bennis, 1996). 
Discrimination is a major stressor in today’s society. The hiring, paying, and 
promotion of people are hot topics in today’s working world. According to Colligan and 
Stockton (1978), most middle-class working people are concerned with occupational 
discrimination and that means not having the same opportunities or treatment as those in 
the upper class. Research findings indicate that if a person feels that he/she is not valued, 
that may lead to feelings of stress (Colligan & Stockton, 1978). 
 A study by Sparrius (1992) examined the organisational stressors that were 
experienced by a sample of ambulance and rescue workers. This researcher found that the 
lack of structure and functioning of the service, as well as management style, and control 
systems, contributed to increased stress levels. 
2.6.3 Individual Stressors 
The third category of work stressors is individual stressors. Carver, Sheier and 
Weintraub (1989) describe individual factors as stressors when they concern the importance 
of individual differences (personality traits) in perceiving stress and coping. It is believed 
that differences in individual characteristics, such as personality traits and coping styles 
are important factors in predicting whether certain job conditions will result in 
occupational stress for a specific individual (Beech, Burns & Sheffield, 1984). This 
viewpoint leads to the development of prevention strategies that focus on workers and 
ways to help them cope with demanding job conditions (Beech et a1., 1984).  
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 Occupational frustration is an individual stressor that may also lead to the experience 
of occupational stress. An employee will experience frustration if the organisation fails to 
let her/him use their skills effectively and will not allow them to grow. More frustration is 
created if one’s job inhibits one’s goals, stifles the individual’s initiative, and thwarts 
one’s expectations (Bennis, 1996).  
     Having discussed the occupational stressors that affect individuals in the workplace in 
general in the previous section, it is now necessary to explore the impact of these 
stressors in the occupational context. 
                                                                                                                        
2.7 The impact of stressors in the occupational context  
Most studies have identified occupational stress as one of the most important causes 
of physical distress and emotional and behavioural problems (Dewe, 1993; Fontana, 
1990). These authors have further documented the fact that common physical problems 
that have been identified as being associated with occupational stressors are: coronary 
heart disease, peptic ulcers, hypertension, diabetes, migraine and tension headaches, 
rheumatoid arthritis, cancer, and/or sudden death. Emotional distress can present in the 
form of anxiety, fear, sadness, diminished sense of humour, and frustration (Dewe, 1993; 
Fontana, 1990). In some studies occupational stressors have been linked to more serious 
consequences, such as mental illness (Levi, 1990; Parkes, 1982). Emotional distress 
occurs because job stressors have the potential to undermine one’s sense of personal 
worth and dignity. Behavioural distress is seen in absenteeism, quitting work, and low 
productivity, which result in reduced organizational effectiveness and an economic loss 
for the country (Levi, 1990). 
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2.8 Conclusion 
Various theories and models have been described in an attempt to explain the concept 
of stress. The concepts of occupational stress, the model of occupational stress and 
occupational stressors in general have also been discussed in this chapter. The following 
chapter will discuss occupational stressors in the nursing profession in particular. 
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                                                      CHAPTER 3 
Occupational Stressors in the Nursing Profession 
3.1. Overview 
Having discussed occupational stress and the occupational stressors generally in the 
previous chapter, this chapter provides a discussion of occupational stressors in the 
nursing profession in particular. The first section discusses the occupational stressors in 
nursing in relation to the features of nursing training and practice, followed by studies of 
occupational stressors in the field of nursing. Then lastly a discussion of the occupational 
stressors in nursing in detail will follow. The last section of the discussion will focus 
specifically on stressors perceived by nurses that care for HIV/AIDS patients. 
 
3.2. Introduction 
Occupational stress exists in all professions, but nursing appears to be particularly 
stressful (Borril, 1998).  In a review of over 100 occupations, using a stress rating scale to 
compare work pressures, nursing had one of the highest scores among the service 
occupations (Cooper & Baglioni, 1988).  According to Schaufeli and Janczur (1994), 
nurses exhibit more of the consequences of job-related stress than do other professional 
groups, such as social workers, psychologists, and occupational therapists. 
      With the prevalence of the nursing shortage, health care cutbacks, increasing 
demands and the complexity of health care, nurses may be experiencing increased 
incidences of stress in the workplace (Borril, 1998). Black (1991) also states that stress 
and burn-out affects the health of individuals by placing huge demands on individuals’ 
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health, resulting in emotional, physical, and behavioural problems. According to Omdahl 
and O’Donnell (1999 a), stress and burn-out are very costly to individuals and 
organizations. The following section will discuss occupational stressors in the nursing 
profession.  
 
3.3. Occupational stressors in the nursing profession 
Nursing is a profession which appears to be one where significant stressors are 
experienced. Many of the features of the nursing profession are mentioned in the stress 
literature as being potential sources of stress, as well as potential sources of physical and 
psychological burn-out (Hipwell, Tyler & Wilson, 1989). These stressors include shift 
work, poor wages, dealing with death and disease on a daily basis, and an unsatisfactory 
working environment (Adomat & Killingworth, 1994). According to Phillips (1996), 
nursing provides a wide range of potential workplace stressors, as it is a profession that 
requires a high level of skill, team work in a variety of situations, provision of 24-hour 
delivery of care, and input of what is often referred to as ‘emotional labour’. High levels 
of stress experienced by nurses can cause them, as a coping strategy, to disengage from 
the patient (Adomat & Killingworth, 1994). These authors further documented that the 
longer a nurse works in a stressful environment, the more likely he or she is to suffer 
burn-out, resulting in disengagement from his/her patients. Studies done in the United 
States of America (USA) also suggest that various fluctuating minor psychological 
discomforts and physical ailments are experienced by about 30% of nurses (Basson & 
Van der Merwe, 1994). It has been estimated that at any one time psychosomatic and 
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emotional ill health is experienced by approximately 8% to 10% of nurses in the USA 
(Basson & Van der Merwe, 1994). 
Studies have revealed that while overall stress is similar in all hospital departments, 
specific stressors may differ substantially (Plant, 1992; Tyler & Cushway, 1995; Tyler & 
Ellison, 1994). This means that the nurse’s experience of stress is influenced by the 
department she or he works in. For example, Tyler and Ellison (1994) found that theatre 
nurses experienced less stress as a result of a patient’s death and dying; rather, they had a 
constantly large workload and fell behind in administration. They felt defeated by a 
never-ending list of things to do. Some data suggest that the death of a patient is 
psychologically a most distressing experience for a nurse (Tyler & Ellison, 1994). In the 
haematology and oncology units a major problem is the close nurse-patient relationship 
resulting from long-term, one-on-one nursing; the same issues apply in medical wards. 
In the previous section, the occupational stressors in nursing were discussed in 
relation to the features of nursing training and practice.  
Occupational stressors are discussed further in detail in the following section. The 
work environment will now be discussed below. 
3.3.1. Work environment   
 Some workplaces are characterized by hazards that create stress (e.g., high noise 
levels, dust, overcooling, unpleasant odours, and sexual harassment) (Rice, 1999). Burke 
(1988) stated that the importance of the physical characteristics of the environment as 
stressors has been largely overlooked in stress research. The lack of support for the 
importance of environmental factors reflects the nature of the manager’s job within the 
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organization. The manager is largely confined to an office, where he/she is not subjected 
to the same types of environmental stressors which often put lower-level employees at 
risk. The physical environment has an enormous impact on job efficiency. Optimal 
physical environments help to reduce stressors during the performance of jobs (Burke, 
1988). In a study by McNeese-Smith (1999), it was found that an optimal environment 
concerning the nursing profession would include a fast realistic pace, a wholesome and 
pleasant environment, and a variety of patients. Hand-in-hand with the work environment 
goes the organizational structure, which may also have a profound affect on the perceived 
stress levels within an organization. 
3.3.2. Organizational Structure  
Beehr (1995), Rice (1999) and Roythorne-Jacobs (2003) noted that the structure of 
an organization could also produce stress. Most often, employees complain about rigid 
structures, office political conflicts, and inadequate supervision from the management. 
Other complaints refer to lack of involvement in decision-making and restrictions on their 
behaviour, including lack of managerial support for individual initiative and creativity. 
Dunn and Ritter (1995) stated that the principal findings from the literature identified 
organizational factors, such as workload, relationships with superiors (i.e., lack of 
communication or support), and conflicts within the multi-disciplinary team, as key 
factors contributing to stress in the nursing profession. These researchers also included 
other sources, such as bureaucracy, inadequacies of colleagues, and the nature of nursing 
work (patient demands and violence from patients). Violence directed towards nurses is a 
serious organizational problem, and appears to be on the increase (Nolan, Dallender, 
Soares, Thomsen & Arnetz, 1999). McNeese-Smith (1999) also indicated that 
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organisational factors, such as threats to personal safety, lack of fairness, politics, and 
possible lay-offs are important predictors of health problems and dissatisfaction in the 
workplace. 
3.3.2.1. Lack of participation 
Workers’ perceptions of the degree of participation (i.e., in the decision-making 
process, the degree to which they are consulted on issues affecting the organization, and 
their involvement in rule establishment of behaviour at work) have proven to be related to 
job satisfaction and feelings of self-worth. Non-participation is related to poor physical 
health, escapist drinking, depression, dissatisfaction with life, low motivation to work, 
intention to leave the job and absenteeism (Greenberg, 1999; Rice, 1999). Participation or 
non-participation in different roles appears to be another source of occupational stress.  
3.3.2.2. Role problems 
The   role of a worker in an organization is important in keeping stress to a minimum. 
A variety of work-related problems may arise for workers who lack the experience of the 
meaning and sense of the role for a particular worker (Greenberg, 1999; Rice, 1999).  
Cross and Fallon (1985) indicated that the most common sources of stress are similar for 
all nurses, irrespective of the type of work or nursing specialty, and appear to be inherent 
in the nursing role. These researchers identified role conflict and role ambiguity as 
prominent role problems in the nursing profession.  
3.3.2.2.1. Role overload and underload 
Role overload is present when occupational demands are so great that the worker 
feels unable to cope with them (Greenberg, 1999; Newell, 1995; Rice, 1999). Newell 
(1995) has referred to two types of role overload, namely, quantitative and qualitative 
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role or work overload. Quantitative role overload occurs when the individual is expected 
to do more work than is possible in the time allotted for the job. Qualitative role overload 
occurs when individuals perceive that they do not have the abilities and skills to perform 
the required tasks. 
 Role underload occurs when the expectations and demands of the job underestimate 
the abilities and skills of the individual. There are two types of role underload, namely; 
quantitative and qualitative role or work underload (Newell, 1995). Quantitative role 
underload occurs when the individual has too little to do in a job, and ends up being 
bored (Newell, 1995). Qualitative role underload results when the job is not mentally 
stimulating or challenging (Newell, 1995). Concerning the nursing profession, McNeese-
Smith (1999), found that a balanced workload (i.e., challenging but manageable) was 
preferable and ideal. 
3.3.2.2.2 Role ambiguity 
 Role ambiguity occurs when aspects of the job and workplace are unclear, so that 
frustration and stress are likely to develop, as the employee does not know what is 
expected of him or her (Beehr, 1995; Greenberg, 1999; Rice, 1999). Newell (1995) 
indicated that the effects of role ambiguity include low performance and low job 
satisfaction, high anxiety, tension, and motivation to leave the company. In a study 
conducted by Ito (2001), it was found that almost half of the nurses surveyed intended to 
quit their jobs. These results are of concern because they suggest that role ambiguity and 
dissatisfaction with the workplace are potentially detrimental influences on the quality of 
care delivered to patients. 
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3.3.2.2.3 Role conflict 
 Newell (1995) is of the opinion that there are different types of role conflict within 
the work situation, namely intra-sender, inter-role, and person-role conflict. Intra-sender 
role conflict occurs when a worker receives two messages from the same employer. 
Greenberg (1999), Newell (1995) and Rice (1999) referred to intra-role conflicts when 
different people have different expectations about what an employee should do. Intra-role 
conflict causes stress because the employee does not know which role expectations to 
fulfil. On the other hand, inter-role conflict occurs when two roles/ positions held by one 
person are in conflict. Person-role conflict occurs when the personal attitudes and values 
of the individual conflict with those expected of that person in a specific role (Newell, 
1995). Tyler and Cushway (1995) found role conflict to be a specific source of stress in 
the nursing profession.  
3.3.3. Personal and interpersonal stressors 
 Interpersonal relationships form an important part of job satisfaction, and can be a 
source of occupational stress (Burke 1988; Rice, 1999). Winnubst and Schabracq (1996) 
added that people working in an organization can find themselves increasingly isolated. 
They can feel increasingly lonely, and cut off from colleagues and the outer world. This 
increases the risk of stress in the workplace. 
The importance of individual factors cannot be overestimated in the experience of 
stress, as they determine an individual’s vulnerability to a particular stressor (Schaap, 
2003). Kobasa (1982) reported that certain personality factors, such as hardiness and self-
esteem, have been found to contribute to occupational health as well as physical and 
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psychological health. Hardiness refers, in the context of occupational health, to the 
combination of three buffering personality features:                             
(a) Commitment (i.e., being committed to the various areas of their lives);    
(b)  Control (i.e., control over what occurs in their lives); and        
(c)  Challenge (i.e., people who view change as a challenge). 
 Another personal strength would be a strong sense of coherence, which might be a 
protective factor within the working environment. Antonovsky (1987) defined the sense 
of coherence as follows: “The sense of coherence is a global orientation that expresses 
the extent to which one has pervasive, enduring though dynamic feelings of confidence 
that: 
(a) the stimuli deriving from one’s internal and external environments in the 
course of living are structured, predictable, and explicable; 
  (b) the resources are available to one to meet the demands posed by these stimuli;  
  (c) and these demands are challenges, worthy of investment and engagement”. 
(p.19).   
 Therefore, it can be hypothesized that nurses with a strong sense of coherence have 
an enduring tendency to see their lives as ordered, predictable, and manageable in spite 
of the perceived occupational stressors in their working environment.  
     The occupational stress literature indicates that the interaction of work and family may 
be an area of stress, particularly for managerial and professional women (Schabraq, 
1996). This notion leads to the discussion of a dual career as an occupational stressor and 
will be explored further below: 
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3.3.4. Dual Careers  
Burke (1996) indicated that most managerial and professional women develop 
relationships with partners who are also likely to be career-orientated. This leads to a 
dual-career marriage or partnership, which is also a source of stress for professional 
women. This dual situation becomes stressful when it interferes with the quality of home 
life (Rice, 1999). Burke (1996) mentioned that the effects on women in a dual-career 
situation are more frequent than for men, because relatively more married professional 
women than men are involved in such relationships.  
Now that occupational stressors in the nursing profession have been discussed in 
detail in the previous sections, the following section will discuss factors affecting the 
perception of these stressors. 
 
3.4. Factors affecting the perception of stressors       
       Maslach’s (1982) research on the helping professionals reveals that a number of 
factors correlate with stress experiences. These include the following: 
Gender: It was found that the experiences of men and women in stressful situations were 
fairly similar. Women tend to experience more emotional exhaustion, while men are 
more likely to have depersonalized and unkind feelings about the people with whom they 
work. 
Age: A clear relationship between age and stress has been documented (Maslach, 1982). 
Younger people have been found to be easily stressed due to less work experience. With 
increased age, people are more stable and mature, have a more balanced perspective on 
life, and are less prone to excess stress experiences. It has also been found that for many 
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nurses, the critical period for severe stress experience is between one and five years on 
the job. 
Marital status: Maslach (1982) documents that single people experience more stress than 
married ones and that divorced people fall in between the two groups. Married people are 
said to be less vulnerable to stress because they tend to be older, more stable and 
psychologically mature. Involvement with the family also provides emotional support.  
Education
The findings of occupational stress research conducted in a general hospital in the 
Eastern Cape (Dabula, 2003) indicated that nurses experienced significant stress 
associated with a variety of stressors in their workplace. Their sources of stress were a 
shortage of nursing staff, work overload, interpersonal relationships, a shortage of doctors 
and medication, lack of autonomy, and insufficient social support.  The following section 
will discuss stressors in nursing HIV/AIDS patients. 
: The greatest amount of stress has been found among nurses who do not have a 
post-matriculation qualification. This is also due to the small amount of knowledge 
relative to the complexity of task completion that these nurses might have accumulated as 
regards their work (Maslach, 1982; Ngcobo, 1998).  
 
3.5. HIV/AIDS and nursing 
HIV (Human Immunodeficiency Virus) which results in AIDS (Acquired 
Immunodeficiency Syndrome) has many manifestations. HIV/AIDS is one of the most 
threatening syndromes known to human kind (Katalan, 2003).  HIV is a new stressor 
which has impacted on society, particularly on people caring for HIV/AIDS patients.   
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3.5.1.  People living with HIV 
       The nurses working in wellness clinics attend to people who experience additional 
problems or issues in comparison with those affected by most other illnesses (Fisher & 
McDaid, 1996). According to Fisher and McDaid (1996), HIV/AIDS is a disease 
accompanied by secrecy, shame and fear. Society tends to reject sufferers and 
discriminate against them because of the implications of promiscuity and death. Financial 
and housing problems can also be a source of their worries.  Patients whose illness is 
advanced will often be debilitated and weak, making it impossible to continue working.  
They will be living on their savings or on welfare benefits, if available, or will need 
family or friends to provide for them.   
According to Evian (2000), people living with HIV/AIDS (PLWHA) have to cope 
with various problems, from medical conditions to psychosocial problems which are 
often related to coping with the disease and the resulting crises, such as anxiety, fear or 
depression. PLWHA also need emotional support to cope with the fact that they have a 
life-threatening disease. Patients who have seen friends or family members become ill 
and die, as a result of HIV/AIDS, will naturally be anxious about their own health. Minor 
symptoms may become a cause for great concern and some may become depressed. 
Anxieties about health will include worries about prognosis, the meaning of certain 
symptoms or diagnoses, the latest CD4 count, and the side effects of drugs (Fisher & 
McDaid, 1996).   
The provision of care and support provides more hope for people living with 
HIV/AIDS and creates a climate of openness (The primary health care package for South 
Africa, 2000). This support includes the impact of the social grant registration campaign 
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and increases in social grants, as well as expanded home and community-based care 
programmes. The South African government has shown a commitment to intensify the 
implementation of the plan to combat HIV and AIDS by providing a large budget. In 
2002/2003 the government provided large allocations for an enhanced response to HIV, 
AIDS and TB. These allocations, estimated at above R1 billion for 2002/2003 were 
strengthened in the 2003/2004 budget. The large HIV/AIDS budget will extend this 
support. Khomanani (a Tsonga word meaning caring for, or supporting each other) is the 
name given to the project for which government provided R98 million. This project is 
tapping public willingness to help alleviate the suffering caused by the AIDS epidemic, 
aiming to move the nation to see themselves as part of a caring community. Its aim is to 
emphasize how important it is to prevent the spread of the HIV, but adding thereto the 
further need for care and support (The primary health-care package, 2000). During the 
previous five years, government has used its mass campaigns to mobilize some of this 
help (Update on the national HIV/AIDS programme, 2003). The availability of 
antiretroviral treatment (ART) which is accessed in wellness clinics has improved the 
quality of life of people and greatly prolonged the lives of many people infected with 
HIV/AIDS.  
3.5.2.  Nurses’ Relationships with HIV/AIDS Patients 
       The emergence of HIV/AIDS has added new stressors for nurses, principally related 
to their relationship with HIV/AIDS patients. These stressors include absence of a safe 
working environment and fear of contagion, feelings of impotence caused by limited 
medical treatment, the high mortality rate associated with HIV infection, and the stigma 
related to the transgressive behaviour of infected patients (Miller, 1991). Nurses tend to 
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identify strongly with their patients, and become stressed by the need to provide extra 
emotional support, and suffer a stigma in all settings, due to their chosen vocation 
(Bennet, 1991; Van Dyk, 1999). 
Bennet (1992) indicates that nurses who work in a stressful environment are at a 
greater risk of burn-out than nurses who work in other areas. A relationship with an HIV-
infected patient could create a higher risk of burn-out in health care staff than a 
relationship with any other patient. Over-involvement and over-identification with 
patients are important and intrinsic dimensions of nurse’s stress. Nurses who have 
physical contact with PLWHA may experience misunderstanding and avoidance from 
their social connections and families. This undoubtedly adds to worker stress and often 
results in burn-out and drop out (Bennett, 1992). 
According to Van Dyk (2001), few things can be more stressful and draining on the 
nurses’ resources than caring for or counselling patients with HIV infection or AIDS. 
Nurses, as well as patients, are faced with existential issues such as the vulnerability of 
youth, continuous physical and psychological deterioration, and their own mortality, as 
well as the fear of contagion and death. If nurses do not also learn how to care for 
themselves, they may struggle to cope with the onslaught of the AIDS pandemic. Granich 
and Mermin (1999) suggest that people who counsel or care for very ill people with 
HIV/AIDS sometimes become sad and tired. According to Van Dyk (2001), stress or 
burn-out may happen if nurses do not have sufficient time to rest and talk about their own 
sense of frustration and loss. Burn-out can be emotional, intellectual, physical, or all 
three. It affects how people do their job; for example people may start feeling tired, 
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helpless, or hopeless. Even workers who usually have a lot of energy and hope may find 
themselves struggling with burn-out. 
Other causes of stress and burn-out among health care professionals and volunteers 
caring for HIV/AIDS patients in Africa have been listed in the UNAIDS report (2000) in 
Van Dyk (2001): 
• Secrecy and fear of disclosure among people with AIDS; 
• Difficult patients, for example, moody, uncooperative and hostile patients; 
• The very demanding workload; 
• The work environment (i.e., lack of space and privacy in their work);  
• Lack of support from superiors, and a feeling that they work in isolation. 
Ross and Seeger’s (1998) study suggested that there are significant stressors and 
burn-out symptoms associated with caring for AIDS patients; the determinants were 
reported to be situational rather than personality-based.  From a study of oncology and 
AIDS nurses, Bennet (1991) concluded that the longer the time spent in either treatment 
situation, the greater the likelihood of burn-out.  Another study reported the intensity of 
the work rather than its duration (Nesbitt, Ross, Sunderland, & Shelp, 1996).  
       A study was conducted in the Free State Province in South Africa (Van Rensburg, 
2006) to determine levels of burn-out and job satisfaction among professional nurses in 
wellness clinics. It was discovered that nurses experienced high levels of emotional 
exhaustion and moderate levels of depersonalization and personal accomplishment. It 
was also reported that levels of emotional exhaustion in the nurses were slightly higher 
than those nurses working in Non-Antiretroviral (Non-ART) facilities, and that there was 
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a significantly higher workload in Non-ART facilities than in Antiretroviral (ART) 
facilities.    
       Mtwentula (2005) also discovered that nurses working at a HIV/AIDS care centre in 
the Eastern Cape Province in South Africa experienced high levels of occupational stress. 
The most common  stressors in nursing these patients were related to the demands 
inherent in nursing and caring for HIV/AIDS patients, and the lack of sufficient resources 
available to nurses to deal with those demands, for example the necessary medical 
equipment. 
 
3.6. Personal benefits experienced by the nurses caring for HIV/AIDS patients 
      There are not only stressors perceived by nurses caring for HIV/AIDS patients. Ross 
and Seeger (1988) found that 55% of staff experienced intellectual stimulation from 
working with HIV/AIDS patients. In a study by Brennan (1988), 36% of nurses perceived 
AIDS to be a positive challenge. Granich and Mermin (1999) also stated that supporting 
people with HIV/AIDS can be a rewarding experience for a health worker, family 
member or friend.  Many health workers find it rewarding to work with people who are 
seriously ill because the health worker shares their new sense of purpose.   
 
3.7. Conclusion 
 This chapter has discussed occupational stressors in the nursing profession. The 
occupational stressors related to the nature of nursing training and practices were also 
discussed. The focus was on stressors perceived by nurses in caring for HIV/AIDS 
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patients. In the following chapter the research methodology of the study will be described 
and discussed. 
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CHAPTER 4 
Research Methodology  
4.1. Introduction 
This chapter describes in detail how the study was conducted. The aim of the study 
was to explore and describe the occupational stressors perceived by nurses working in 
wellness clinics. The description of the research approach and methods used, the 
selection of the research participants, measures used to collect the data, and how the data 
were analyzed will also be discussed. 
 
4.2. Research methodology 
4.2.1.  Research design 
The study was explorative-descriptive in nature within the qualitative approach. 
According to Strauss and Corbin (1998), a qualitative approach is any type of research 
that produces findings not arrived at through statistical procedures or other means of 
quantification. Denzin and Lincolin (in De Vos, 1998) define qualitative methodology as 
a multi-perspective approach to social interaction, aimed at describing, making sense of, 
interpreting or reconstructing this interaction in terms of the meaning that the subjects 
attach to it.  According to Berg (1995), qualitative research methodology focuses on the 
experiences of the participants, and their relationship with the researcher to build rapport 
with the participants, to be flexible in the way that interviews or data-gathering methods 
are conducted, and to enable both verbal and non-verbal information to be collected.  
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Subjective meanings and perceptions of the subject are critical in qualitative research 
(Krefting, 1991). Qualitative researchers aim to understand reality by discovering the 
meanings that people attach to it.  The idea of qualitative research is to purposefully 
select informants that will best answer the research question (Cresswell, 1994). A 
qualitative approach was consistent with this study because it enabled a detailed 
exploration of the occupational stressors, as perceived by nurses working in wellness 
clinics.   
As this is a qualitative study, trustworthiness will therefore be discussed since it was 
used to verify the data obtained from the study. 
4.2.2.  Trustworthiness 
The main goal of the study was to obtain valid and reliable data. This is a concern for 
both quantitative and qualitative researchers. While the quantitative approach focuses on 
reliability and validity, the qualitative approach focuses on trustworthiness (Krefting, 
1991). Babbie and Mouton (2001) define trustworthiness as the degree to which the study 
is found to be credible, transferable, dependable, and confirmable. Guba’s model (in 
Krefting, 1991) of ensuring trustworthiness of qualitative data was applied in this study. 
The four aspects of trustworthiness are truth-value, applicability, consistency, and 
neutrality. These are now discussed below: 
4.2.2.1 Truth-value 
According to Guba’s model (in Krefting, 1991), truth-value is concerned with 
checking the accuracy of the data provided. In addressing the truth-value, the researcher 
ensured credibility by checking out what the participants said and whether it corroborated 
the data (Babbie & Mouton, 2001). This was done by means of probing questions, as well 
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as asking for examples where appropriate from each participant. This made allowance for 
the research participants to indicate their subjective views about stressors they had 
encountered in wellness clinics. 
4.2.2.2 Applicability 
According to Guba’s model (in Krefting, 1991), applicability can be defined as the 
degree to which the findings can be applied to other contexts and settings or to other 
groups. It is the ability to generalize from the findings to larger populations (De Vos, 
1998). As this was a descriptive explanatory study, the applicability criterion was not an 
issue with which to be concerned in this study. In order to achieve transferability the 
researcher provided a dense description of the research methodology used. 
4.2.2.3 Consistency 
According to Guba’s model (in Krefting, 1991), consistency is whether the findings 
would be consistent if the inquiry were replicated with the same subjects in a similar 
context. Oka and Shaw (2000) indicate that “replicability” is impossible to achieve in 
qualitative research since research findings are produced by constantly changing 
interactions between researchers and participants. To increase the chances of consistency 
in this study, the researcher did member checks by reflecting participants’ responses to 
check whether the researchers’ interpretation was actually what each of the participants 
meant.     
4.2.2.4 Neutrality 
  According to Guba’s model (in Krefting, 1991), the term neutrality refers to the 
objectivity of the data that allows for agreement between two or more independent 
persons in regard to the relevance and meaning of the data. The term is about eliminating 
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bias in the research procedures and the results. Neutrality was achieved through the use 
of a coder, as well as reviews by the supervisors. 
 
4.3. Procedure 
This study adhered strictly to the ethical requirements set out by the Research Ethics 
Committee (Human) of Nelson Mandela Metropolitan University. Permission to conduct 
the study in the wellness clinics in Nelson Mandela Bay was obtained in writing from the 
District Manager of the Department of Health responsible for the wellness clinics in 
Nelson Mandela Bay. The purpose of the study was explained in a written document and 
in a personal discussion with the District Manager of the Department of Health wellness 
clinics (see Appendix B). Informed consent regarding the aims of the study, the 
anonymity of the participants, and the methods of data collection during the study was 
obtained from the participants (see Appendix C). The participants were also informed 
that should the need for counselling arise, since this research topic involved emotional 
issues, referral to psychological services would be provided.  
For the purpose of conducting this study, two wellness clinics in the Nelson Mandela 
Bay area, one in Walmer and the other in Kwazakhele, were approached to identify 
suitable participants. The researcher approached the participants at the clinics after 
obtaining permission from the District Manager of Department of Health wellness clinics 
in Nelson Mandela Bay. The researcher introduced herself and the research topic to the 
participants. The participants were then provided orally by the researcher (Appendix E) 
with information regarding the nature of the research. The participants gained the 
opportunity to ask questions and to voice their opinions regarding the project. Permission 
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for audio recording was also obtained from the participants. The data-gathering process 
began once informed consent had been obtained. The interviews were conducted in 
wellness clinics by the researcher in English, since this is the medium of communication 
in nursing training and the nursing profession as a whole.   
 
4.4. Participants and sampling 
Non-probability convenience sampling was used to select the participants. The 
advantage of non-probability sampling is that the researcher has to use his or her own 
judgment and choose the participants who will best suit the purposes of the study. The 
disadvantage is that certain elements of the population have no prospect of being 
included in the sample. Therefore non-probability sampling cannot be seen to be fully 
representative of the population. Consequently, the results will not be generalizable 
(Huysamen, 2001). Despite the considerable number of disadvantages of the sampling 
technique, it is one of the most commonly employed sampling strategies because it is 
relatively easy and inexpensive (Strydom in De Vos, 1998).  
In the present study a non-probability convenience sample of four female registered 
nurses was selected as voluntary participants from the two wellness clinics.  Three of the 
participants were Xhosa speaking and one was Afrikaans speaking and all four had been 
employed in the wellness clinics for more than one year. The age range of the participants 
was between 25 and 60 years. A biographical questionnaire designed by the researcher 
(Appendix A) was administered after the participants were provided orally with 
information regarding the nature of the research. The study was limited to female 
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participants because they constituted the largest number of the workforce in the nursing 
profession and also in the wellness clinics.  
 
4.5. Data collection 
Data were collected by means of semi-structured interviews, which entailed the 
researcher asking open-ended questions. These do not limit the interview answers. In a 
semi-structured interview, predetermined questions or key words are used as a guide (De 
Vos, 1998).  In the current study open-ended questions were used that enabled a smooth 
flow of the interview, and also allowed for the adjustments of the wording of the 
questions if needed. An example of one of these questions was phrased as follows: 
“Could you describe some of the things that have made you feel stressed at work?” 
The use of semi-structured interviews (see Appendix D) allowed the researcher to 
probe and ask for more clarity in the responses when greater understanding was required.  
The advantage of this approach is that it allows for specific topics to be explored in an 
open-ended manner. It also allows for less restrictive questioning and the answers allow 
the respondents to reflect their own individual unique experiences (De Vos, 1998).  Data 
were gathered from each of the four participants individually; through in-depth, semi-
structured interviews of 45 to 60 minutes each after appointments had been made with 
them in advance.  These interviews were audio recorded and transcribed verbatim for 
analysis by the researcher. Semi-structured interviews enabled the researcher to gain a 
deeper understanding of the perceived stressors of the participants (De Vos, Strydom, 
Fouche & Delport, 2002). 
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4.6. Data analysis 
Data analysis is the process of bringing order, structure, and interpretation to the 
collected data (Denzin & Lincolin, 1994). Kvale (1996) states that methods of analysis 
are used to organize the interview texts, to condense the meanings into forms that can be 
presented in a relatively short space of time, and to work out implicit meanings of what 
was said during each of the interviews. In qualitative analysis several simultaneous 
activities engage the attention of the researcher: collecting information from the field, 
sorting the information into categories, formatting the information into a story picture, 
and actually writing the qualitative text (Creswell, 1994).   
Tesch’s data analysis steps (1990 in De Vos, 1998) were followed in this study. The 
researcher therefore: 
• Read through the information gathered to gain an overall picture of the data; 
• Selected certain raw data for the identification of emerging themes in the study; 
• Considered similar themes in the remaining data, as well as identifying new themes;  
• Consulted all data gathered to code the various identified themes; 
• Selected descriptive wording for the various identified themes; 
• Abbreviated the wording for each theme; 
• Assembled all the data in one place according to the themes.                                                                                                                                                                                                          
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4.7. Conclusion 
This chapter has provided an outline of the research methodology employed in this 
study. This was needed in order to arrive at the findings which emerged as themes and 
sub-themes. These will be presented and discussed in the following chapter. 
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                                          CHAPTER 5 
Findings and Discussion 
  
5.1 Introduction 
This chapter presents the findings, as well as a discussion of the findings of the study. 
Research findings are discussed and interpreted in relation to the literature reviewed 
regarding occupational stressors, as perceived by nurses. Each theme is supported by 
relevant quotations from the raw data. 
 
5.2 Job description of the nurses working in Kwazakhele and Walmer wellness 
clinics 
The duties of the participants working in the two wellness clinics entail seeing 
patients referred  from  other clinics with  CD4 counts below 200, and explaining the 
need for drug readiness  (preparation  for antiretroviral treatment) after  the confirmation 
of  a positive HIV status. The participants also did pre- and post-HIV test counselling and 
ongoing counselling. The participants reported that on average 40-60 patients consulted 
with each of them per day.  
The next section will discuss the occupational stressors perceived by the nurses 
working in wellness clinics. 
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5.3 Occupational stressors perceived by the nurses working in the wellness clinics  
       From the analysis of the individual interviews various themes and sub-themes 
emerged. The researcher identified that all the respondents reported experiencing high 
levels of stress in their line of work. The data also revealed occupational stressors 
perceived by nurses in their jobs. The main themes and sub-themes of these perceived 
occupational stressors are discussed.  ‘See table 1 below’. 
Table 1: Occupational stressors perceived by nurses working in wellness clinics. 
Themes  Sub-themes 
Working environment 1. Shortage of nurses and doctors 
2. Work overload 
3. Inadequate provision of medical 
resources 
4. Lack of  transport 
5. Unfavourable physical work 
environment 
Interpersonal relationships 
 
1. Community 
2.   HIV/AIDS patients 
3.  Nurses’ relationships with  
HIV/AIDS patients 
4.  Symptoms experienced by nurses 
Organisational structure       1. Lack of incentives 
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5.3.1   Working environment  
 These stressors will be discussed under the following sub-themes:  shortage of 
doctors and nurses, work overload, and inadequate provision of medical resources, lack 
of transport, and unfavourable physical work environment. The nurses working in 
Kwazakele and Walmer wellness clinics reported that there were definite stressors which 
influenced the quality of patient care. These will be discussed next. 
 
5.3.1.1 Shortage of doctors and nurses 
 There is a serious shortage of staff in the wellness clinics. All participants described 
the shortage of human resources as a stressor that resulted in an increased workload. 
Work overload was seen as a major problem.  Participants expressed frustration and 
feelings of despair with regard to shortages of staff. Participant One expressed the 
shortage of staff as follows:  
“ We have one session doctor which makes us do doctor’s duties while the patient is 
still waiting for him; we have to resuscitate patients and put up drips; as a result the 
nurse has to focus on one emergency patient, while other patients are also waiting  for 
her’’. 
In addition Participant Four added that, 
“There is no staff. We are overworked, by the time we go off we are tired and burnt out; 
people report sick which causes more shortages”. 
This is supported by Cooper (in Miller, 1991), who identified six major categories of 
work stressors. This confirmed that job-specific factors, such as physical dangers and job 
overload are work stressors caused by a shortage of staff. 
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5 .3.1.2 Work overload  
 The participants reported that each of them was consulted by approximately 40 to 60 
patients on a daily basis. Caring for a number of patients reduced the maximum contact 
between nurses and patients. All nurses reported that they found that they did not have 
sufficient time to give their full attention to their patients, because of the increased 
workload. Participant Three stated:  
 “The workload is too much for us because we are short staffed, and the number of 
people that are sick with HIV/AIDS is increasing”.  
 In addition Participant Four added that, 
 “Another thing is the workload. It is too much and it is caused by the shortage of 
staff”. 
 Additionally, Participant Two suggested that the current unmanageable workload had 
led to physical stress. 
 “I even struggle to fall asleep at night”. 
 This is supported by the research documented in Chapter 3 which confirmed that 
other stressors among health care professionals and volunteers caring for HIV/AIDS 
patients in Africa are listed in the UNAIDS report (2000, in Van Dyk, 2001) and one of 
these stressors is the workload. Work overload has been documented in many research 
papers as one stressor responsible for job stress (Abraham & Shanley, 1992: Rispel & 
Motsei, 1988). The same finding emerged in this study. 
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5.3.1.3 Inadequate provision of medical resources 
 One of the stressors reported in this study was related to the lack of medical 
resources in the wellness clinics which participated in this study. Participants reported 
that this lack of medical resources related to medication they used. It inhibited their 
effectiveness in providing quality services to their patients.  
This was supported as follows by Participant Three: 
 “We have limited medical resources and this is frustrating for us, especially because 
there are a lot of people that are sick with HIV/AIDS”.  
 Participant Two supported this:  
“There is a lack of enough medical resources for us to care for HIV/AIDS patients”. Van 
Dyk (2001) confirmed that hospitals and community clinics in South Africa do not have 
the personnel and resources to cope with the huge demands that HIV/AIDS care makes 
upon them. 
    
5.3.1.4 Lack of transport  
 The lack of transport was perceived as another major stressor by the participants. 
Participant Three highlighted that: 
 “There is a lack of transport for patients to the clinics. These patients are newly 
diagnosed, not yet on treatment, are weak and emaciated when brought to the clinic on 
wheelbarrows, others on relatives’ backs because they cannot walk”. 
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 Lack of transport was not mentioned in the literature, but it was mentioned by the 
participants as an important stressor, as it is important in the South African context due to 
poverty. 
5.3.1.5 Unfavourable physical work environment  
      There are stressors in the working environment at wellness clinics which have 
negative physical consequences. Nurses experience stress when they cannot cope with 
their environment. These stressors include a lack of space and extremes of temperature. 
Participant Three highlighted this: 
 ‘‘For example at this time of the year it is hot, there are many patients waiting outside 
and we have no fans in our consulting rooms’’. Van Dyk (2001) in chapter 3 posited that: 
Other stressors among health care professionals and volunteers caring for HIV/AIDS 
patients in Africa are listed in the UNAIDS report (2000). These include the work 
environment (i.e., a lack of space, as well as a lack of  privacy in their work). 
   
5.3.2 Interpersonal relationships  
 The participants also identified interpersonal relationships as another stressor in their 
work. 
  
5.3.2.1 The community 
      Lack of cooperation from the community was a major stressor in the work of nurses. 
The negative attitude in the community towards HIV/AIDS is the reason why (PLWHA) 
are still rejected by the community. Participant Two explained: 
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 “The HIV issue is still treated as being taboo in the community.  The community still 
doesn’t want to talk about it, is still ashamed of disclosing it. Patients would rather visit a 
clinic that is far from their area. This causes work overload to other clinics and 
sometimes makes it difficult to trace the patients when defaulting on treatment”. 
 Van Dyk (2001) in chapter 3 confirmed that nurses are faced with the tremendous 
task of trying to break down the fortifications of ignorance and prejudice in an attempt to 
convince every member of the community that HIV/AIDS touches the core of every 
person’s life, and that people should all work together to prevent the great and prolonged 
pain that the disease brings with. This is also supported by Fisher and McDaid (1996). 
They confirmed that HIV/AIDS is a disease accompanied by secrecy, shame and fear, 
and as a result society tends to reject these sufferers and discriminate against them. 
 
5.3.2.2 HIV/AIDS patients 
 Fear of stigmatisation and rejection are real factors that people diagnosed with 
HIV/AIDS face. This fear of rejection and isolation causes great pain to HIV/ AIDS 
patients. People with HIV tend to withdraw because of the stigma attached to it and only 
seek help when it is already late (as confirmed in Chapter 3, by Van Dyk, 2001). Caring 
for people with a sense of social isolation is difficult. People with HIV/AIDS are often 
rejected by their loved ones and often have to face and cope with many serious losses on 
their own.  They experience feelings of depression, anxiety, anger, shame, fear, loneliness 
and a desire to withdraw from social interaction (Van Dyk, 2001). Nurses must therefore 
be sensitive to the HIV-infected person’s needs; and watch when the person’s social 
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interaction and health deteriorate (as confirmed in Chapter 3, by Smeltzer & Bare, 1992). 
This was summarized by Participant Three as follows: 
 “Once patients feel that they have improved, they do not comply with their treatment; 
this treatment, however, does not cure HIV, but suppresses the viral load and they come 
back worse and it’s frustrating because of the effort you did to prepare the patient for 
drug readiness”. 
 
5.3.2.3 Nurses’ relationships with HIV/AIDS patients   
  One of the common stressors highlighted by the participants was the attachment that 
the nurses had to their patients.  They tended to over-identify with their patients and this 
resulted in emotional distress, especially when the patient died. Participant Two 
responded: “I believe we identify a lot with our patients and we become too emotionally 
involved with them”. 
 Participants in this study formed a bond and identified with their patients. Most of the 
nurses also explained that based on their personal experience, nursing sick people 
generally was stressful. They discovered that nursing HIV/AIDS patients was more 
stressful because the illness had personal relevance to them, as anyone could have the 
disease. Participant Three stated:  
 “We experience a lot of stress in nursing AIDS patients because of HIV/AIDS related 
diseases like tuberculosis (TB) which is infectious and anyone can have it even the 
members of our families, for example. To nurse and to provide care to a sick person is 
not easy and it is stressful generally”. 
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 Some of the participants identified with the HIV/AIDS patients and could not stop 
thinking about the ordeal those patients were going through. Contact with a terminally ill 
HIV/AIDS patient is more emotionally stressful if the cause of the illness has personal 
relevance to the person providing care (Maslach, 1982 as confirmed in chapter 3). When 
the carer has the feeling that ‘it could possibly have been me’, it makes it easier for the 
carer to empathize and identify with the patient.  Maslach, (1982, as reflected in Chapter 
3) points out that to have this personal experience it is sometimes necessary for a good 
nurse-patient relationship. 
 Even though empathy is good, over-identifying with the patient has its drawbacks.  
Over-identifying may result in emotional distress especially when the patient dies. In 
Chapter 3 Bennett (1991, in Visintini & Campanini, 1996) found that nurses working 
with HIV/AIDS patients tended to identify strongly with their patients.  These nurses 
became stressed from providing emotional support and suffered a stigma both in and out 
of the hospital setting due to their chosen occupation.  In other words, the relationship 
with HIV/AIDS infected patients is likely to create a higher risk of stress and burn-out in 
these nurses than in nurses working with other patients. 
 Granich and Mermin (1999, in Chapter 3) mention that people with HIV/AIDS need 
emotional support and physical comfort and they are afraid of pain, dying, being left 
alone, and being rejected.  Nurses who participated in the study provided such support to 
HIV/AIDS patients and reported that most of the time they were emotionally close to 
their patients. Participant Four stated that:                
 “If you see a youth of the same age, you think of your child; for example, in my case 
my child is three years old but when I see my niece of that age, I become anxious”.  
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 These relationships were sometimes a major stressor in their jobs.  This is confirmed 
in Chapter 3 by Van Dyk (2001) who reports that over-involvement with people with 
HIV/AIDS and their families is one of the major stressors among health care 
professionals and volunteers caring for HIV/AIDS patients in Africa. 
 Gourley (1995) in Chapter 3, maintains that nurses have close contact with 
HIV/AIDS patients, as well as with the families and communities of these patients in 
their work at primary, secondary, and tertiary levels of care. 
The participants in this study also reported that caring for HIV/AIDS patients was 
demanding and stressful.  This was due to the constant physical changes in the medical 
condition of these patients.   Participant Four said:  
 “There are many demands that we are faced with by caring for these patients 
because of the side effects of the antiretroviral treatment and their medical conditions 
change from time to time”. 
         Having discussed the stressful relationships nurses have with HIV/AIDS patients, 
this could lead to nurses developing symptoms. These will be discussed next: 
 
5.3.2.4 Symptoms experienced by nurses 
5.3.2.4.1 Fear 
 Practical and emotional concerns are two key issues facing nursing staff that treat 
many HIV infected patients. Plant (1992), in Chapter 3, identified a practical concern 
involving the possibility of being infected with the virus. This fear was reported as very 
distressing by nurses because they saw patients suffering from the disease on a daily 
basis. Participant One stated: 
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 “There are times whereby we test each other for HIV, because we are afraid of being 
infected with the virus”. 
 
 
5.3.2.4.2 Burn-out 
 The participants in the study suggested that their unmanageable workload led to both 
physical and emotional burn-out. Burn-out has been discussed in the nursing literature 
since 1978 (Shanley, 1992), as pointed out in Chapter 3. The participants also reported 
that they are often tired and depleted by feelings of helplessness.  Sometimes they felt 
they are not doing enough for their patients.  This not only exhausted nurses physically, 
but was also emotionally draining.  The burn-out experienced by nurses is in relation to 
the symptoms of their patients, as emphasis is on the quality of life of patients and the 
focus is on the overwhelming need of the patients, rather than the needs of the nurse. 
 
Participant Three reported: 
  “At the end of the day you have no energy, mentally you are not fit anymore, the next 
day it is the same story.  When I wake up in the morning, I do not feel like going to work, 
I do not have any interest in my work.  I feel like sleeping and do nothing instead.” 
       “Irritability is one of the signs for me that I’m stressed, I tend to shout a lot at my 
patients”. 
 Participant Two stated: 
  Most studies have identified occupational stress as one of the most important causes 
of physical distress and emotional and behavioural problems; this is pointed out in 
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Chapter 2 by Fontana (1990). Emotional distress presents in the form of anxiety, fear, 
sadness, a diminished sense of humour, and frustration. In some studies occupational 
stress has been linked to more serious consequences, such as mental illness, as confirmed 
by Levi (1990) in Chapter 3. 
 The participants in this study reported that they experienced high levels of stress in 
their line of work. This confirms what was highlighted by Sauter, Murphy and Hurrell 
(1990) in Chapter 3, that nursing is a stressful occupation. Studies conducted in South 
Africa have revealed that nurses make up the largest group of health workers and the 
presence of nursing staff at all levels of health care increased their risk of stress-related 
illness and job problems (Basson & Van der Merwe, 1994).  
HIV/AIDS infection specifically has also been identified as a new stressor that is having 
a significant negative impact on society, particularly on health care professionals 
(Whiteside & Sunter, 2000). 
 
5.3.3 Organisational structure 
 The stressors relating to organisational structures are discussed under the sub-theme, 
lack of incentives. 
  
5.3.3.1. Lack of incentives 
 Participants expressed dissatisfaction with the lack of incentives and felt that there 
was no recognition for the work done. Participants two and four experienced the lack of 
incentives as being stressful and frustrating: 
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 “Another problem is lack of incentives. The Non-ART facility staff received 
incentives and we were told that a wellness clinic is a program, therefore we do not 
qualify for any incentives”. These incentives were in the form of pay, praise or 
promotion, as pointed out by Muchinsky, Kriek and Schreuder (1998), in Chapter 2. Pay 
incentives involve additional compensation above and beyond the employee’s salary.  
Money can serve as an effective motivator of increased performance for employees. Pay 
for performance can give employees the feeling that they are working together towards 
reaching the objectives of performance, productivity, and quality through teamwork, as 
confirmed in Chapter 2 (by Muchinsky et al., 1998).  
 According to Hawkins (1998), praise is also another form on non-monetary incentive 
given for performance.  It is an approval expressed in words, to say that somebody has 
done very well.  The participants expressed that they needed to be praised for their 
efforts, especially for the amount of stress they had experienced. 
Participant three also felt that: 
 “If we can be given some sort of award, something to motivate us, as a result other staff 
members are requesting themselves out of wellness clinics because of stress”.   
 This concludes that a lack of incentive is a stressor that affects registered nurses’ 
performance, as confirmed by Jansen, De Jonge and Bakker (1999), in Chapter 3.  These 
authors supported the extracts from participants, as they found that, in particular, lack of 
satisfaction with job aspects, such as pay, career opportunities and work content were 
associated with turnover intention. 
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   There was a theme that emerged from the data that was not a stressor. The theme 
was important. This theme is: personal benefits experienced by the participants when 
caring for HIV/AIDS patients. This will be discussed next. 
 
5.4 Personal benefits experienced by the nurses 
 The data suggest that it is not only stressful to care for HIV/AIDS patients, but that 
there were certain personal benefits associated with such work, and that it was rewarding 
and satisfying for some of the nurses.  For instance Participant two stated: 
  “There are benefits in doing this job, it’s quite an experience, and our doctor is an 
expert in HIV/AIDS; as a result I am empowered a lot”. 
 The findings of this study reveal that the most satisfying aspect of nursing and caring 
for HIV/AIDS patients is providing emotional support to patients and their families. This  
is confirmed by Granich and Mermin (1999), in Chapter 3. They mentioned that people 
with HIV/AIDS need emotional support and physical comfort and they are afraid of pain, 
dying, being left alone and being rejected.  
 Some of the participants reported feeling challenged and rewarded by the sense of 
mastery involved in providing competent care to HIV/AIDS patients whose problems are 
complicated.  
As Participant three noted: 
  “Knowing how to react and deal with a crisis situation that we normally confronted 
with is facilitating growth to me as a person”.  
 These findings are consistent with the findings of Ross and Seeger (1988) and 
Granich and Mermin (1999), in Chapter 3, who reported that there are not only negative 
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aspects of HIV/AIDS care experienced by nurses. Ross and Seeger (1988) found that 
55% of nursing staff experienced intellectual stimulation from working with HIV/AIDS 
patients.  In a study by Brennan (1998), 36% of the nurses perceived AIDS as a positive 
challenge. Granich and Mermin (1999) also stated that supporting people with HIV/AIDS 
can be a rewarding experience for a health worker, family member or friend. These 
authors further documented the fact that many health workers find it rewarding to work 
with people who are seriously ill because the health worker shares their new sense of 
purpose.   
 
 5.5 Conclusion 
 Stressors were perceived by the nurses in this study to be a major issue in their work. 
They reported that there is a high level of stress in caring for HIV/AIDS patients. The 
data in this study also identified specific stressors perceived by the nurse participants that 
related to their working environment, interpersonal relationships, and organisational 
structures.  
 However, the participants also perceived their work to be fulfilling, as they were 
helping other people who were desperate and they also felt empowered by the experience 
they had gained.  
 In the next chapter conclusions, limitations, and future recommendations will be 
discussed.  
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CHAPTER 6 
Conclusions, Limitations, and Recommendations 
6.1. Introduction 
 This chapter provides the conclusions drawn from this study based upon the findings 
discussed in the previous chapter, as well as the limitations of the present study. The 
chapter concludes by citing some recommendations for future research in this area. 
 
6.2. Conclusions 
 Conclusions of the study are presented next. It will also be determined whether the 
study has achieved its aim. 
6.2.1 Description of perceived occupational stressors reported by nurses caring for 
HIV/AIDS patients    
      This study found that the nurses caring for HIV/AIDS patients perceived occupational 
stress in the wellness clinics where they worked. These stressors included the working 
environment, due to the shortage of doctors and nurses, work overload, inadequate 
provision of medical resources, lack of transport and an unfavourable environment. Other 
stressors include interpersonal relationships due to the perceptions of the community, the 
patients infected with HIV/AIDS, the lack of cooperation from the patients in complying 
with their antiretroviral treatment and organisational structure due to a lack of incentives. 
Some of the stressors identified by the participants in this study, such as work overload, 
staff shortage and lack of social support, were identified decades ago, and have remained 
the same over the years (Levi, 1990; Rispel & Motsei, 1988). 
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  6.2.2 Description of nurses’ relationships with HIV/AIDS patients 
      The study has shown that the participants in this study tended to form meaningful 
relationships when caring for HIV/AIDS patients. These relationships were sometimes a 
stressor in their job. Participants in this study mentioned that one common stressor was 
the attachment that they had with their patients. They tended to over-identify with their 
patients. These patients need emotional support and physical comfort and they are afraid 
of dying, being left alone and rejected. Therefore nurses who participated in this study 
provided that support and they were emotionally close to them. 
  6.2.3 Description of benefits reported by nurses caring for HIV/AIDS patients 
 It was interesting to note that despite the stressors that the participants reported in 
caring for their patients, they also experienced satisfaction in their work. They regarded 
their work as fulfilling, as they were helping people who were desperate. Some of the 
participants reported feeling challenged and rewarded by the sense of mastery involved in 
providing competent care to HIV/AIDS patients whose problems are complicated.  
 As mentioned in Chapter 5, this unexpected finding was not a stressor; however, the 
theme emerged from the data during the study. 
  
6.3. Limitations of the study 
 Certain limitations pertaining to the research methodology were noted during the 
study, although Guba’s model of trustworthiness was used. 
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 Convenience sampling was used, although the sample was small, and therefore not 
representative of the entire population of potential participants. Therefore no 
generalizations can be drawn from the findings. 
 The researcher was allocated only two clinics to conduct her study, in which there 
were only a limited number of nurses to conduct focus groups. If she had been allocated 
more clinics the researcher would have been able to utilize both qualitative and 
quantitative research methods.  
 Time was also a constraint; at times it was difficult to gain access to the participants 
for interviews because of their busy schedules, and as a result they had to sacrifice their 
lunchtime in order to make themselves available for the interviews. 
 
6.4. Recommendations 
 This study has identified the stressors perceived by nurses caring for HIV/AIDS 
patients in the wellness clinics where the research was conducted. An option for future 
research would be to investigate the topic of focus in this study nationally. Future 
research should use both in-depth interviews and focus groups in order to accommodate 
those participants who may be more comfortable in a group context, and to extend the 
range and number of the participants. 
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APPENDIX A 
 
    Biographical questionnaire 
 
Please complete the following items, in the spaces provided 
MARITAL STATUS  
 
AGE IN YEARS     
 
HOME LANGUAGE  
 
 
NUMBER OF YEARS WORKING AT A WELLNESSS CLINIC   
 
 
 
  
 
 
Single  Married  Divorced  Other  
 
 Afrikaans  English  Xhosa  Other  
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APPENDIX B 
Letter requesting permission 
 
 
South Campus 
Psychology Clinic 
Tel +27 (0)41 504 2330 Fax. +27 (0)41 583 5324  
          uclin@nmmu.ac.za 
District Manager 
Department of Health 
Private Bag X 28000 
Port Elizabeth 
6001 
Dear Mr. Oliver 
APPLICATION TO CONDUCT RESEARCH IN THE DEPARTMENT OF 
HEALTH WELLNESS CLINICS IN NELSON MANDELA BAY 
I hereby apply for permission to conduct postgraduate research at Department of Health 
wellness clinics in Nelson Mandela Bay.  Presently I am registered for a Master’s Degree 
in Clinical Psychology at the Nelson Mandela Metropolitan University.  As a second year 
Master’s student I am currently employed as an Intern Clinical Psychologist at the 
University Psychology Clinic. 
The proposed topic of the research is The Occupational Stressors Perceived by Nurses 
Working in Wellness Clinics in Nelson Mandela Bay.  Previous research conducted on 
this topic indicates that there is evidence that nursing is a stressful occupation that can 
lead to problems in both the psychological and physical health of nurses. Although 
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previous research has explored stressors of nurses, little research has been done in 
wellness clinics, especially in the Eastern Cape.   
It is believed that the findings of this research could benefit nurses, management, and 
members of the community making use of the services offered by the Nelson Mandela 
Bay wellness clinics.  
I also want to assure you that the entire research process and its procedures will be 
handled in accordance with scientific principles, particularly regarding the ethical 
management of research participants and that strict confidentiality and anonymity of data 
surrounding the research will be maintained. 
 
Yours faithfully 
 
Nosicelo Saleni Dr. Z.C. Nqweni (Counselling Psychologist) 
Intern Psychologist Research supervisor   
 
Professor C.N. Hoelson (Clinical Psychologist) 
Research co-supervisor 
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APPENDIX C 
Information and informed consent form 
 
NELSON MANDELA METROPOLITAN UNIVERSITY 
Title of the research 
project 
 
The Occupational Stressors Perceived by Nurses Working 
in Wellness Clinics in Nelson Mandela Bay 
Reference number 
 
 
Principal investigator 
 
Nosicelo Saleni 
Address 
 
 
Postal Code 
Psychology Clinic 
PO Box 77000 
NMMU 
6031 
Contact telephone number 
(private numbers not 
advisable) 
041- 504 2330 
 
 
A. DECLARATION BY OR ON BEHALF OF PARTICIPANT 
 (Person legally competent to give consent on behalf of the participant) 
 
Initial 
 
I, the participant and the undersigned  
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I.D. number  
OR 
I, in my capacity as 
of the participant 
I.D. number 
 
Address (of participant) 
 
(full names)   
 
 
 
 
 
 
 
A.1 I HEREBY CONFIRM AS FOLLOWS: 
 
 
1. I, the participant, was 
invited to participate in the 
above-mentioned research project that is being 
 undertaken by                    Nosicelo Saleni 
 
 of the Department of  
 in the Faculty of 
 
 of the Nelson Mandela Metropolitan University. 
 
 
Psychology 
Health Sciences 
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2. The following aspects have been explained to me, the participant: 
2.1 Aim:  The investigator is: 
Exploring and describing the occupational stressors  perceived by nurses 
working in wellness clinics 
 
 The information will be used for : Masters research treatise 
 
2.2 Procedures:  I understand that participation is voluntary 
 
 
2.3 Risks: N/A 
 
 
2.4 Possible benefits:  As a result of my participation in this study I will receive 
no monetary benefits 
 
 
2.5 Confidentiality:  My identity will not be revealed in any discussion, 
description or scientific publications by the investigator. 
 
 
2.6 Access to findings:  The researcher will meet with participants if they wish 
to discuss the results 
 
 
 
2.7 Voluntary participation/refusal/discontinuation:   
 My participation is voluntary 
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 My decision whether or not to 
participate will in no way affect my present or future 
 care/employment/lifestyle 
 
 YES  NO 
 TRUE  FALSE 
 
3. The information above was explained to me/the participant by 
 
 
 In  
 
 and I am in command of this language/it was satisfactorily translated to me 
by 
 
 
 I was given the opportunity to ask questions and all these questions were 
answered satisfactorily. 
Nosicelo Saleni    
Afrikaans  English X Xhosa  Other  
(name of translator)    
 
 
4. No pressure was exerted on me to consent to participation and I understand 
that I may withdraw at any stage without penalisation. 
 
 
5. Participation in this study will not result in any additional cost to myself. 
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A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-
MENTIONED  PROJECT  
 
 Signed/confirmed at  
  
 
 
 
 
 
 
Signature or right thumb print of 
participant 
 
 
 
Signature of witness 
 
 
 
Full name of witness 
 
 on  20 
 
B. STATEMENT BY OR ON BEHALF OF INVESTIGATOR(S) 
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I, Nosicelo Saleni declare that 
 
- I have explained the information given in this document to 
 
 
 a
nd/or his/her representative 
    
(name of representative) 
 
- he/she was encouraged and given ample time to ask me any questions; 
 
- this conversation was conducted in  
 
 and no translator was used / this conversation was translated into  
 
(language)    by 
 
- I have detached Section D and handed it to the participant  
 
 Signed/confirmed at  
    
 
 
 
 
 
 
Signature of witness 
 
(name of patient/participant) 
Afrikaans  English X Xhosa  Other  
 YES  NO 
 on  20 
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APPENDIX D 
Interview guidelines: Semi-structured questions 
 
 
As we start this interview I want to assure you that confidentiality and anonymity will be 
maintained throughout this interview and with the report and results of the research.  I 
will be asking you a few questions and want you to feel free to share your experiences 
with me.  
1. Have you ever experienced any stressors in your work environment? 
2. Could you describe some of the things that have made you feel stressed at work? 
3. How do you know that you are stressed? 
 4. What does HIV/AIDS patients’ nursing entail? 
5. How many of these patients do you care for on average? 
6. What are the most stressful situations or times when nursing or providing care for 
HIV/AIDS patients? 
 
Thank you for your participation. 
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APPENDIX E 
 
Oral information given to participants prior to participation 
 
September 2008  
 
Contact person: Nosicelo Saleni 
After obtaining permission from the Department of Health for the study, the researcher 
will approach the participants at the wellness clinics in Nelson Mandela Bay. The 
researcher will introduce herself and the research topic to the participants. The 
participants will then be provided orally with information regarding the nature of research 
(aim and research methodology) by the researcher. These guidelines will include the 
risks, benefits, and your rights as a study subject.   
The prospective participants will be able to ask questions and to voice their opinions 
regarding the project. Permission for audio recording will be obtained from participants. 
The data gathering process will begin once informed consent has been obtained.  
You will be required to provide written consent that will include your signature, date and 
initials to verify that you understand and agree to the conditions. 
You have the right to query concerns regarding the study at any time. Immediately report 
any new problems during the study, to the researcher. Telephone numbers of the 
researcher are provided.  Please feel free to call these numbers.    
Furthermore, it is important that you are aware of the fact that the study has to be 
approved by the Research Ethics Committee (Human) of the university. The REC-H 
consist of a group of independent experts that has the responsibility to ensure that the 
rights and welfare of participants, in research are protected and that studies are conducted 
in an ethical manner.  Studies cannot be conducted without REC-H’s approval.  Queries 
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with regard to your rights as a research subject can be directed to the Research Ethics 
Committee (Human) you can call the Director: Research Management at (041) 504-4536. 
If no one can assist you, you may write to: The Chairperson of the Research, Technology 
and Innovation Committee, PO Box 77000, Nelson Mandela Metropolitan University, 
Port Elizabeth, 6031. 
Participation in research is completely voluntary.  You are not obliged to take part in any 
research.   
If you do partake, you have the right to withdraw at any given time, during the study 
without penalty or loss of benefits.  However, if you do withdraw from the study, you 
should return for a final discussion or examination in order to terminate the research in an 
orderly manner. 
If you fail to follow instructions, or if your condition changes in such a way that the 
researcher believes that it is not in your best interest to continue in this study, or for 
administrative reasons, your participation may be discontinued. The study may be 
terminated at any time by the researcher or the Research Ethics Committee (Human) that 
initially approved the study.  
Although your identity will, at all times remain confidential the results of the research 
study may be presented at scientific conferences or in specialist publications.  
This informed consent statement has been prepared in compliance with current statutory 
guidelines. 
